In 2007, a 56-year-old Nigerian woman presented for surgical excision of recurrent thyroid cancer prior to 131 1 ablation. She had undergone thyroidectomy 12 years earlier for thyroid cancer. She had experienced a recurrence in 2003 that was treated surgically and another recurrence in 2005 for which she refused surgical intervention.
Physical examination revealed the presence of a large left-sided thyroid mass and areas of extension into the subdermis, inferiorly to the clavicle, medially to the midline of the neck, laterally to the sternocleidomastoid muscle, and superiorly to the level of the thyroid cartilage ( figure 1). Laryngoscopy revealed paralysis of the left true vocal fold. Magnetic resonance imaging (MRI) of the neck showed deep extension of the mass to the cervical spine (figure 2, A). The trachea was noted to be displaced to the right and severely narrowed to a diameter of less than 5 mm (figure 2, B). Computed tomography (CT) of the chest revealed a meta-From the Osborne Head and Neck Institute, Los Angeles.
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static lesion involving the left second rib and multiple pulmonary nodules.
The patient was taken to the operating room for surgical debulking of the tumor to be followed by 131 1 ablation and possible external-beam radiotherapy. Intraoperatively, the left internal jugular vein was identified in the superior neck, and as it was followed inferiorly, it was found to be obliterated by tumor. The left internal carotid artery was identified, and although tumor was adherent to it, it was preserved. Invasion into the tracheal wall was not found. The outer muscular layers of the esophagus itself appeared to be involved and were resected, but there was no gross violation of the lumen of the esophagus. Surgical debulking was successful, and the patient was extubated postoperatively without evidence of respiratory compromise.
On postoperative day 1, the patient required a tracheotomy secondary to respiratory distress. The remainder of her postoperative course was uneventful, 
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We currently have the following ENT oppor1unity in Minnesota: Figure 2 . A: Sagittal MRI of the neck shows the thyroid mass (arrow) extending to the cervical spine. B: Axial MRI shows the tracheal compression (left arrow) along with the subdermal extension (right arrow). · and she was discharged on postoperative day 4. Three weeks postoperatively, she was decannulated.
Recurrent thyroid carcinoma is primarily a surgical disease. However, when extrathyroidal invasion is present, complete tumor removal is not always possible and adjuvant therapy such as radioactive iodine, and in some cases external-beam radiotherapy, plays an important role. In a case like this, where extension of disease was great, the morbidity of surgery was weighed against its benefit and the decision was made to remove all gross disease surgically, followed by adjuvant radiation therapy. The debulking was performed without causing damage to vital structures such as the carotid artery, trachea, and esophagus. 
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